Introduction
Disability, a major issue for aging populations, is defined as difficulty or dependency in carrying out activities essential to independent living, including essential roles, tasks needed for self-care and living independently in a home, and desired activities important to one's quality of life (1, 2) . Several theoretical models (3, 4, 5 and 6) have been put forward to explain differing levels of physical disability. All of these models share the concept that disability results from a complex relationship between an individual's health, environment, personal attributes, and psychosocial factors.
More than one billion people in the world live with some form of disability, of whom nearly 200 million experience considerable difficulties in functioning (7) The prevalence of disability is a particular concern in developing countries. The WHO reports that 80% of persons with disabilities live in low-income nations and that most are poor (8).
The number of people with disabilities is increasing because of population growth, aging, a rise in chronic diseases, and improvements in medical care (9) .
In recent years, increasing reference has been made in the disability and majority world debate, to the notion that disability and poverty are related and form a mutually reinforcing cycle (see for example [10] [11] [12] [13] . As a consequence, disabled people are often said to be amongst those living in dire and often extreme poverty. This cycle, has often provided support among various organisations and the international disability movement, for the argument that disability, understood in this study as 'an interaction between human functioning and an environment which does not account for different levels of functioning' (14) , must be included in development.
Despite such efforts, disability remains excluded from development, at research, policy and programme levels, and the voices of disabled poor people in the so called developing countries remain largely unheard (15) an epistemological limbo often subsumed under generalizing discourse and myths. This exclusion is further compounded by a disability studies that retains an almost exclusive focus on disabled people in Western industrialized settings, despite the fact that a majority of its constituents are located in the majority world. As Miles (16) observes, we need 'to admit that we... hardly even understand the nature and extent of the problems'. This dearth of research is compounded by the absence of disability indicators and dimensions in censuses and broader poverty assessments, household surveys, and other measures of well-being (e.g. human development indicators).
. As there is no direct mortality associated with the various types of disabilities, they remain at the bottom of the government's priority list. There is no mention of ‚disability either in the constitution of India or the millennium development goals (MDG), thus the treatment and prevention of disability does not demand much attention. So the studies related to disability in India are very limited and most of them are focused only to older age population. Earlier studies have either presented fragmented evidence on the socio-economic inequality in occurrence of disability or the studies were based on small area. Moreover, none of these studies used the inequality measures to understand the inequality in occurrence of these disabilities. Most literature on equity and the social determinants of health is based on data that are from highincome countries and that focus on possible causal relationships (17) . Inequalities in disability reflect and reinforce inequalities in other domains and these inequalities together act as a brake on economic growth and development (18) .
Data
The present study uses data from Indian Human Development Survey (IHDS) carried out by The data were collected using different interview schedules, including household schedule, eligible women schedule and village schedule.
Being blind, deaf, or unable to walk imposes enormous burdens on some individuals. How widespread are these disabilities? The survey asked if any household member, eight years old or older, had to cope with any of seven problems (walking one kilometer, going to the toilet without help, dressing without help, hearing normal conversation, speaking normally, seeing distant things and seeing near objects) that created difficulty for daily activity. If there was some difficulty with a particular activity, respondents were asked whether the person was unable to do that activity or whether the person could do it with some difficulty.
Methods

Socioeconomic and demographic predictors of selected diseases
The present study included a list of theoretically pertinent socioeconomic and demographic predictors in the analysis, such as age (categorised into four categories -0-5, 6-14, 15-59 and 60+), sex , schooling (categorised into four categories-no schooling, up to primary, above primary to matriculation and above matriculation) , caste (categorised into four categories-SC,ST,OBC and others), religion(categorised into three categories-Hindu, Muslim and others) place of residence (categorised into two categories-rural and urban) and Wealth Quintile (categorised into five categories-lowest quintile, 2 nd quintile, 3 rd quintile, 4 th quintile and top quintile)
Outcome variables
The present study had measured four outcome variables namely occurrence of locomotors disability, visual impairment, hearing impairment and speech disability. Locomotors disability was constructed from three elements namely walking 1 km, going to the toilet without help and dressing without help. Those who were having problem, either in seeing distant objects or nearby objects, considered as visually impaired. Persons unable to perform afore-mentioned chores and persons performing with difficulties were combined together and were treated as having disability
Statistical analysis
Cross tabulation was done for each dependent variable with all independent variable and this provided the prevalence of disability by covariates and categories. In the second stage, rich-poor ratios were calculated for all kinds of disability. A value greater than 1 will suggest that the disability is more prevalent among the rich population and vice-versa. Concentration curves (CC) and concentration indices (CI) were estimated in the third stage to depict the inequalities in distribution of disability by economic status (19) . A concentration index is a measure of socioeconomic inequality and is defined as twice the area between concentration curve and diagonal, and it varies between -1 to 1. The closer the value to 1 (absolute), the distribution of disability is more unequal and the closer the value to 0, more equal is the distribution of disability.
Concentration curve provides a complete picture that how health varies across the full distribution of living standards and displays the share of health accounted for by cumulative proportions of individuals in the population ranked from poorest to richest (20) (21) (22) . The concentration curve can be used to examine inequality not just in health outcomes but in any health sector variable of interest. It can also be used to assess differences in health inequality Finally, binary logistic regression models were fitted to assess adjusted effects of socioeconomic, demographic and cultural characteristics on the risk of disability (having disability = 1; otherwise = 0). Wald test was used to test the significance of wealth quintiles in explaining the occurrence of disability. All the analysis was carried out using STATA 10.0.
Results
The prevalence of visual impairment is highest among all kind of disabilities. In 1000 population 17 persons are visually impaired. A significant number of populations (14 per 1000 population)
were suffering from locomotors disability. Other kinds of disabilities had comparatively less prevalence. The prevalence of hearing impairment, and speech disability were 9 and 7 per 1000 respectively.
It is a well-known fact that averages hide socio-economic inequalities present in the population.
So, it is useful to examine disaggregated averages by wealth quintiles. The disaggregated averages by wealth quintile are presented in Table 1 . Results presented in Table 1 The logistic regression results also suggest socio-economic inequalities in the occurrence of selected disabilities; the poorer sections of the population being at significantly higher risk of suffering from these disabilities compared to the richer sections of the society (odds ratio greater than 1). 
